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the tonsil, settle there and cause its inflammatory enlarge-
ment. This would also explain the peculiar position of the
red band of oral sepsis on the soft palate mentioned above.
3. Physiological Function of the Tonsil and other Adenoid
Tissue in the Pharynx.
In children the lymphadenoid tissue is more extensive
than in the adult and is spread out on the wall of the
pharynx, forming a complete ring continuous with the
adenoid tissue in the naso-pharynx. The lower limit
of adenoid tissue is very irregularly defined and may
in cases reach the glottis. As age increases this adenoid
tissue disappears and remains chiefly in the tonsil and
the so-called lateral bands of the pharynx. It is possible
that this disappearance is the result of the frequent
attacks of catarrhal conditions in children, such as
measles, scarlet fever, sore-throats and common colds,
&c. Each attack would cause a degeneration of
certain portions of adenoid tissue which would not be
replaced. I would look upon the adenoid tissue in the
pharynx as a protective barrier in which the attacking
micro-organisms are dealt with actively, in which leuco-
cytosis is most active and where immunisation of the body
can be developed. Every attack of the invading micro-
organisms would cause an inflammatory enlargement of the
adenoid tissue, and in the fight certain portions of the
adenoid tissue would be killed, so that the power of the
adenoid tissue to resist invasion would be diminished by each
attack. In addition, however, the numerous crypts existing
in adenoid tissue act as good covering for the attacking
organisms where they mass together for a further onslaught,
which is rendered the more easy on account of the lessened
resistance already produced, and once the adenoid tissue is
severely degenerated it is not only useless as a protecting
barrier but provides a point of vantage for further invasion.
The tonsil itself I would look upon as the special adenoid
(lymphatic) gland of the mouth, lying openly in it, specialised
it is true, but just in the same way that a Peyer’s patch in
the intestine is specialised. A tonsillitis would thus be an
adenitis, and a peritonsillar abscess a periadenitis. As a
rule the tonsil and other adenoid tissue in the pharynx act
as sufficient scavengers for the organisms in the mouth, and
at the most there is simply inflammatory enlargement caused.
But occasionally the tonsil and adenoid tissue are over-
whelmed in the attack and the next link in the lymphatic
chain becomes involved-viz., the glands at the angle of thejaw-and these take up the fight, undergoing enlargement in
the process. If the attack is still more severe then the
organisms no longer confine themselves to the mouth, but
travel either upwards to the naso-pharynx or downwards
to the stomach and lungs. Naturally when the tonsils
and other adenoid tissue are already badly degenerated
and act as harbourages for micro-organisms, the barrier
power is extremely diminished and attacks of naso-
pharyngitis and bronchitis become more and more frequent.
I believe that the spread of inflammatory conditions from the
oro-pharynx to the naso-pharynx by continuity is more
frequent than is supposed. It must be remembered that
Greville MacDonald long ago pronounced the nasal cavity to
be normally free from organisms, while the mouth is normally
crowded with them.
4. Ireatment and Indieations for Such Based upon the Abore.
When inflammatory enlargement of the tonsils is recog-
nised the treatment is that of enlarged glands in any part
of the body: 1. Remove the cause. 2. If that is not
sufficient, then the enlarged degenerated tonsil should be
removed by surgical interference. Removal of the cause is 
the prevention or cure of oral sepsis, the extraction of septic
molars, and careful mechanical cleansing of the teeth by brush-
ing. This must precede surgical removal of the tonsil. In fact,
the reckless way in which we all have removed tonsils with-
out attending to the causal oral sepsis cannot be too strongly
condemned. It is to my mind the explanation of why so 
many cases show unpleasant complications and bad results.
Removal of the tonsils would be less indicated by their 1
actual increase in size than by the evidence of their in-
efficiency, as shown by swelling of the glands at the angle of
the jaw and by frequent attacks of naso-pharyngitis and of
bronchitis. The use of the tooth-brush is essential before, 
during, and after tonsillotomy, and as a means of preventing
attacks upon, and preserving the integrity of, the adenoid 
protecting ring cannot be too strongly advocated. 
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THE comparatively rare occurrence of primary sarcomatouE
growths originating in the small intestine, and more espe-
cially in the duodenum, lends some degree of interest to the
present case.
The patient, a Hindu labourer, aged 18 years, was
admitted to the Mayo Hospital, Lahore, on Dec. 21st, 1908,
under the care of Major H. G. Melville, I.M.S., complaining
of pain in the abdomen and back and swelling of the feet.
His family and personal history were good and up to the date
of the present illness his health had always been fair. The
present illness began some 12 days before admission,
when he first felt pain in the abdomen and back, and
some days later he noticed swelling of his feet. No
treatment was adopted, but as the symptoms became
more severe he came to hospital. On admission the
patient, an anasmic, poorly developed youth, was suffer-
ing from pain in the abdomen, especially marked in the
right hypochondriac and right lumbar regions and also from
pain in the back in the middle line, the pain in both places
being increased on pressure. He was markedly jaundiced
and passed clay-coloured stools, but there was no diarrhoea
or mel&aelig;na. The urine was normal. The appetite was
diminished and thirst was increased and the temperature waE
subnormal. On examination of the abdomen a large,
moderately firm mass, moving with respiration and mobile on
palpation, was found to occupy the right hypochondriac,
right lumbar, and part of the epigastric and umbilical
regions, as shown in the illustration, the inner margin being
listinctly nodular. The lower edge or tne liver was paipaoie
.n parts, other parts being somewhat obscured, and light per-
cussion gave a tympanitic note between the upper margin of
;he swelling and the edge of the liver, except on the right
side where the dulness was continuous. There was some
luctuationofthe swelling towards the upper and inner margin.
Che mass was diagnosed as a malignant growth of the right
kidney, probably sarcomatous, with dilatation of the gall-
bladder from obstruction of the common bile duct. General
symptomatic treatment was adopted, but the condition of
,he patient steadily grew worse and he died on Jan. 12th,
.909.
The post-mortem examination was conducted 24 hours
after death. The body was that of an emaciated, poorly
leveloped youth and showed very marked jaundice. Post-
nortem lividity was slight and rigor mortis was present
n the lower limbs only. The abdomen, which was
’etracted, showed slight fulness on the right side
out no other abnormality externally. On opening the
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abdomen a large, fairly firm, but very friable tumour was
found occupying the upper two-thirds of the right half
of the abdominal cavity, extending downwards for about
5&frac12; inches from the lower margin of the liver and from the
right flank inwards nearly to the umbilicus. The duodenum
disappeared into the centre of the mass, and several coils of
small intestine were firmly adherent to its antero-internal
surface, as was also the c&aelig;cum in the region of the appendix.
The right kidney was considerably enlarged and partially
imbedded in the growth from it could not be separated, but
there was a sharp line of demarcation between the kidney
substance and that of the tumour, and sections examined
microscopically showed vestiges of the kidney capsule and
no infiltration of the kidney. The right suprarenal body
was enlarged to twice the normal size but was not adherent,
while the ureter was patent and not affected. The pancreas
was somewhat enlarged and adherent to the posterior surface
of the growth. There was no connexion between the tumour
and the liver, but the gall-bladder, which projected on to
the anterior surface of the tumour, was dilated, containing
over 4 ounces of thick bile, due to occlusion of the
common bile-duct from pressure exerted by the tumour.
The distended gall-bladder accounted for the fluctuation
which was made out on physical examination. On following
the duodenum into the tumour and laying it open, it was found
to dilate into a cyst-like cavity some 3 inches in diameter,
with rough, irregular walls, from the lower end of which it
emerged again as a recognisable structure. Microscopical
examination showed the tumour to have no capsule and to be
composed of a stroma of fibrous tissue containing poorly
developed blood-vessels and having the spaces filled with
small cells. Some of these were irregular in outline, but the
majority were of the round-cell type, with large deeply
staining nucleus and faintly staining protoplasm. A delicate
fibrillated intercellular substance could also be distinguished.
The right kidney and the liver presented no specially note-
worthy appearances, the kidney showing slight breaking
down of tubular epithelium in places and the liver showing
commencing monolobular cirrhosis with dilatation of bile
capillaries. The pancreas, although adherent, showed no
evidence of cellular infiltration. Successive sections of
the duodenal wall from the point where it entered
the tumour to the point of maximum dilatation of the
cavity showed gradual disappearance of the structure
of the glandular epithelium, followed by that of the
muscular wall, until at the widest portion of the cavity
there was no trace of intestinal wall, the wall of the cavity
being composed wholly of tumour tissue of the nature
described. Smears made from the contents of the cavity
showed the ordinary intestinal bacterial flora and also many
loose cells resembling those of the tumour in character.
Some of the mesenteric glands showed enlargement, but
microscopically no metastases were found, the enlargement
being of the nature of a simple lymphatic hyperplasia. No
secondary growths were found in any of the organs. Death
appeared to be due to general cachexia and exhaustion,
hastened probably by the tox&aelig;mic condition caused by the
obstruction of the common bile duct. The rapid develop-
ment of the primary tumour and the absence of any metastatic
growths are noteworthy features in the case.
I am indebted to Major Melville for the report of the
clinical symptoms and physical signs.
A CASE OF INHERITED TACHYCARDIA.
BY JAMES KIRKLAND, M.B., C.M. GLASG.
THE following case may be of interest to readers of
THE LANCET. It clearly demonstrates that heredity plays
a very active part in the etiology of tachycardia. I cannot
find any other case reported having such a remarkable
family history. Dr. A. W. Falconer in the Prrcetitinner
for February, 1909, records a case occurring in mother
and daughter, and several other cases have from time
to time been reported where the disease has been passed
from a parent, usually the mother, to one or two children.
But this case is remarkable in that the inheritance can be
traced from both parental branches, and descends to almost
all the issue to the fourth generation.
The particular member of the family now under my care,
and whose case is here reported, is a male, 56 years of age,
single, of no regular occupation, of independent means, of
average build, but whose weight varies considerably (e.g., in
February, 1906, he weighed only 6 stones 9&frac12; pounds, in
October, 1907, he weighed 12 stones 3&frac12; pounds, and his
present weight is 10 stones) and who is 5 feet 10&frac12; inches
in height. He consulted me for nervous depression and
tachycardia early in the present year. He has never
been strong, having had pneumonia when six months
old and peritonitis at 11 years of age. In 1897 he had
a very bad attack of heart trouble- tachycardia, with
haemorrhage, supposed to have been from the lungs, but
there was no trace of tubercle bacilli in the sputum, nor is
there any now. This recurred in January, 1898. After
several minor attacks he had a very serious one in October,
1900, followed by collapse. No record has been kept as to
the rate of the heart beat, nor the length of time the attacks
lasted. In 1901 he had nine attacks of a more or less serious
nature, lasting from 18 to 21 hours. Bromide of potassium
and morphine were used, evidently with success. In
1902 he had six bad attacks preceded and accompanied by
’’ green sickness " and dyspepsia (flatulent). These lasted
from five and a half to 23 hours. Bromides and morphine
were pushed more strongly than in 1901. In February, 1903,
there was a very bad attack and for the first time dyspr&oelig;a,
was recorded. In March, 1903, the patient had two attacks.
On the first occasion irregularity was noticed, and this has
remained a feature of the attacks ever since. On the
latter occasion it is said that a gall-stone was passed.
The "dark green sickness" was excessive and nothing
seemed to give any relief until this stone passed. In
April, 1903, "congestion of the base of the brain" "
was noted and strychnine was used for the first time.
The attacks now became more frequent; all seem to have been
accompanied by more or less dyspnoea, flatulent dyspepsia,
and sleeplessness. There has also been a cough, with pro-
fuse frothy expectoration free from tubercle bacilli or blood.
The irregularity at first would pass off with the attacks, but
it is now (1909) constant. There was a rise of temperature
on several occasions, but it was due, I think, to other caus(s.
The patient could not eat anything but the lightest food on
account of dyspepsia and consequent "heart hurry." One
peculiarity that was noticed was the singular effect which
hair-cutting or beard-trimming had upon the patient. It
seemed to make him feel sick and faint, and he looked pale
and haggard. So marked was this that his friends dreaded
the ordeal and he himself postponed it as long as possible.
When the patient came to place himself under my care his
heart beats varied from about 120 to 240 (the latter when an
attack came on). There is a systolic mitral murmur and
strong pulsation in the right side of the neck ; on the left it
is much less marked. The right lobe of the thyroid gland is
enlarged and evidently acts as an irritant to the pneumo-
gastric nerve ; pressure upon this gland seems to excite the
patient and to increase the frequency of the heart beat. The
lungs are free from any defect in the apices, but there are
moist rales in both bases. There is a varying amount of
flatulent dyspepsia and a troublesome cough with profuse
expectoration (free from tubercle bacilli). The urine is
normal (specific gravity 1022) and the bowels are regular.
The nervous system is far from satisfactory and the patient is
melancholy and depressed. There is marked irregularity of
heart action, which is greatly increased on any slight exertion.
Since I have had the patient under my care he has had only
one attack of a serious nature. The heart beats were between
220 and 240. It was difficult to count owing to the irregu-
larity. Dyspnoea was most distressing, increased by the
cough and any slight exertion, even eating or drinking. The
voice was much affected, amounting at times to aphonia.
There were great abdominal discomfort and flatulent
dyspepsia. The patient had to be propped up in bed, and was
most comfortable and easy in this position and the dyspnoJa
was less severe. The attack came on suddenly after a walk
that was beyond his strength, and lasted 28 hours, passing
off as quickly. I tried many remedies without success, but
finally a hypodermic injection of strychnine together with a
mixture containing apomorphine hydrochlor. (1/16 grain),
caffeine hydrobromide, &c., seemed to cut the attack short.
I am now using 15 drops of digalen (a continental remedy
and an extract of digitalis) thrice daily. It seems to have a
very good effect upon the heart, which has greatly improved
in every way since I began using it.
Family liistory.-This is most interesting, and I can find
no case recorded with so marked a family idiosyncrasy
towards tachycardia or so clear a history of heredity in
